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Accepted 13 June 2005Instability of the proximal tibiofibular joint is rarely
noted in the literature. The term ‘instability’ covers
a wide range of pathologies, which were classified
by Ogden in 1974.7,8 On reviewing 43 cases, he
identified 10 cases of subluxation, 29 cases of ante-
rolateral dislocation, 3 cases of posteromedial dis-
location and 1 case of superior dislocation.
Dislocation has received the most attention in the
literature.2,10 Initial management consists of closed
reduction. Open reduction is occasionally required
and temporary stabilisation of the joint has been
advocated to prevent late instability.10 The treat-
ment of post-traumatic subluxation is more contro-
versial. Surgical options include resection of the
proximal fibula, arthrodesis, temporary stabilisa-
tion and joint reconstruction.3,4,6,11—13
We herein describe bicepital tenodesis of the
proximal tibiofibular joint in an adolescent girl, with
symptomatic instability resistant to conservative
measures.Case history
A 14-year-old girl presented with a 1-year history of
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Open access under the Elsevier OA license.with walking and running. She was unable to parti-
cipate in any sporting activities. There was no his-
tory of trauma, but she was actively involved with
sporting activities prior to the development of this
problem. Clinical examination revealed only mild
patellofemoral apprehension and there were no
signs of generalised ligamentous laxity. She under-
went physiotherapy which did not improve her
symptoms. Three months later, repeat examination
of the right knee revealed tenderness at the prox-
imal tibiofibular joint and direct posterior pressure
over the fibular head resulted in anterior subluxa-
tion with a painful clunk. A diagnosis of symptomatic
subluxation was made.
Examination under anaesthesia (EUA) and recon-
struction of the proximal tibiofibular was under-
taken. Fig. 1 demonstrates anterior dislocation of
the fibular head with posterior pressure at 1008 of
flexion. A technique similar to that described by
Miettinen et al.6 was used to reconstruct the prox-
imal tibiofibular joint. A 10-cm strip of the posterior
half of the biceps tendon was tunnelled into the
tibia from lateral to medial, and secured with a soft
ACL interference screw (Fig. 2). The patient was
immobilized in extension non-weight bearing for 2
weeks, following which partial weight bearing and
active movements were instituted. Full weight-
bearing was allowed at 6 weeks. At 1-year follow-
up, the patient is asymptomatic with full return to
all sporting activities.
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Figure 1 EUA using fluoroscopy demonstrating anterolateral dislocation of the fibular head with direct posterior
pressure at 1008 of flexion.Discussion
Post-traumatic instability of the proximal tibiofibu-
lar joint occurs following an acute dislocation or
following an unrecognised injury.4,12 Presenting
symptoms mimic those commonly seen in Orthopae-
dic clinics, including lateral knee pain, clicking and
giving way. A diagnostic delay is common as demon-
strated in our case history.8,12,13
Ogden described idiopathic subluxation in a sub-
set of patients with joint hypermobility. Of six
children, one patient had muscular dystrophy and
five had generalized ligamentous hyperlaxity. One
patient progressed to a true anterolateral disloca-
tion, however, symptoms in all other patients
settled with skeletal maturity.7,8 Owen reported
two adolescent girls with generalised ligamentous
laxity presenting with spontaneous recurrent ante-
rior subluxation. Their symptoms also settled with
skeletal maturity. Interestingly, he described the
‘fleeting painless nature of the subluxation’, sug-Figure 2 Surgical dissection with biceps tendon graft
being tunnelled into tibia from lateral to medial, using
ACL interference screw. Note common peroneal nerve
protected with soft loops.gesting a milder form of symptomatic hypermobility
in this younger population.5,7,9
In this case, there was no history of generalised
ligamentous laxity or a traumatic event. We postu-
lated that instability was based on repetitive injury.
Halbrecht et al. described recurrent anterolateral
dislocation in a 24-year-old jet skier, without history
of prior knee trauma. The dislocationwas also attrib-
uted to repetitive injury, and settled with activity
modification and biceps tendon strengthening. How-
ever, the patient was unable to return to previous
activities and refused surgical reconstruction.4
Surgical correction should be considered follow-
ing 6 months of conservative treatment. Despite the
success of fibular resection as originally reported by
Ogden, subsequent studies have pointed to the
potential for nerve injury and lateral joint instabil-
ity.1 Arthrodesis can successfully treat instability,
but screw breakage and stress fractures of the
proximal fibula have been reported. Most patients
develop chronic ankle pain, owing to disruption of
normal physiological fibular external rotation asso-
ciated with ankle dorsiflexion. Both techniques
should be avoided in children and athletes.8,11
For these reasons reconstruction of the proximal
tibiofibular joint was introduced by Giachino in
1986. He described joint capsule reconstruction
using the posterior half of biceps tendon and a strip
of deep fascia from the anterolateral compartment
of the leg. The graft is passed through a tibial tunnel
from posterior to anterior and secured to the fascia
anteriorly. He reported good results in two patients,
with one patient returning to semi-professional
football at 3 months.3 White recently described a
modification of this technique. The tendon is tun-
nelled as described by Giachino through the tibia,
but is secured anteriorly in a further osteoperiosteal
tunnel just distal to the patella tendon insertion.
Interestingly, he treated a 17-year-old patient with
joint laxity, who continued to have symptoms
22 A. Amin et al.despite skeletal maturity. He also treated a 14-year-
old girl, with post-traumatic instability and pero-
neal nerve palsy, who recovered with reconstruction
and nerve decompression.13 Patients were immobi-
lised in plaster for 6 weeks, and the author sug-
gested using an interference screw in the future to
permit early movement and weight bearing. Mietti-
nen et al. used this technique, utilizing 8 cm of the
posterior 1/3 of the biceps tendon. The tendon graft
is doubled over and secured into the tibia from
lateral to medial, using an ACL interference screw.
A detailed clinical history was not included, but the
technique was successful at 8 months follow-up in a
female student with post-traumatic instability.6 Our
technique was similar but did not involve doubling
over the graft, which has not been used by other
authors describing less rigid fixation.
Our case is unusual in that this represents the
youngest patient treated with bicepital tenodesis
using an interference screw. It should be emphasised
however that most patients at this age will have
signs of generalised ligamentous laxity, and symp-
toms often subside with skeletal maturity. When
symptoms do not settle with conservative measures,
reconstruction to maintain normal biomechanics
and physiological function should be considered,
especially in younger patients who are unable to
participate in sporting activities. The use of an
interference screw results in secure fixation and
promotes earlier range of movement and mobility.References
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